WHEN a patient expresses sufficient confidence in a surgeon to allow him to perform an intra-ocular operation upon his eye, it is up to the surgeon to make this ordeal as easy and as safe as it is possible for him to do.
All our patients are admitted to hospital two days before operation, so that they may get to know the nursing staff and their surroundings. They are told what will happen to them in the operating theatre and how they will be bandaged, and every effort is made to gain their confidence. In spite of this, it is human to have a certain fear and apprehension, and so some mild sedation on the preoperation night and again before operation is desirable. As well as removing all painful stimuli, the ideal is to have complete mental and muscular relaxation. But no mental relaxation will be complete without good muscular relaxation, which is obtained by good analgesia and akinesia. It is interesting to note that it has been stated that good voluntary muscular relaxation alone will produce mental calm. If pushed too far, however, the reverse is the case as, if breathing is affected, the patient will become distressed. Now, as far as the eye is concerned, muscular relaxation can be produced locally by means of a facial nerve block and a retrobulbar block of the extraocular muscles, or it may be produced generally by means of curare or allied drugs. When using curare it is fortunate, from our point of view, that the extraocular muscles are the first to be affected and the last to regain tone. Therefore, only a comparatively small and safe dose need be given.
In 1939, I read a paper at the meeting of the Ophthalmological Society of the United Kingdom, pointing out the effect that curare and retrobulbar anaesthesia had in reducing intra-ocular tension, and therefore intra-vitreous pressure, by removing the abnormal tonus of the intra-ocular muscles. That is, muscular relaxation will produce what Barraquer Moner terms "a sleeping vitreous body."
Kirby's paper to the last International Ophthalmological Congress in London in 1950, on "Three Years Experience with General Akinesia in Cataract Surgery," is no doubt well known to all of you, but my interest in the subject was further stimulated by a visit to the Barraquer Clinic in Barcelona last spring.
Kirby classifies patients into three groups :-(1) The stoic; (2) A completely unconscious and relaxed patient is, in theory at least, in the ideal state for operation. In practice there are the two -difficulties of the patient who is a bad general anesthetic risk and of the patient who develops postoperative sickness. This latter should rarely occur to-day with a first-class anaesthetist-anyh ow, if one sutures the wound little lharm will result. Two of my cases were slightly sick, but this wNas possibly due to morphia or omnipon given inadvertently with the atropine prior to operation. For a complicated extraction, a gencral anesthetic seems to be the method of choice.
Local anawsthesia and a retrobulbar injection can be compared with local anwsthesia and cturare-(a) The fall in intra-ocular pressure of 5-7 mm. is comparatively constant whichever method is used.
(b) a "retrobulbar nerve block" seems to give a little more local reaction and perhaps the wound is a little slower in cicatrising, and I have had three iris prolapses in this series.
(c) curare, by giving general muscular relaxation, helps to prevent the patient holding his breath in a forced manner, and so avoids venous congestion with resulting passive uveal congestion. All wounds healed rapidly with little reaction.
(d) curare is eliminated very quickly from the system and so, by the time the patient is back in bed, its akinesia effect has probably disappeared. In the doses we used it only caused a partial paralysis of the strong orbicularis oculi muscle. I, therefore, feel that it is better to paralyse the orbicularis oculi with a facial block which will last for probably a few hours.
It is for this last reason that in my present series I am trying the effect of curare and augmenting it with a facial block.
The dosage of curare used was that suggested by Kirby-9 mgm. never being exceeded. It is usually given in three doses at one minute intervals, but we are trying to reduce this to two doses, as that seemed to us to give a more even effect. An intra-ocular operation should not start until two minutes after curarisation so that, having reached its peak, no apncea will now occur. We have once had slight apncea, but a little oxygen quickly controlled it. An antidote, 1.0 to 2.5 mgm. prostigmin, should, of course, always be available. Its effect is said to be instantaneous, but we have never had to use it. It is also always advisable to be able to control respiration by means of a closed circuit anaesthetic apparatus.
It would seem to me that all methods of akinesia are satisfactory for the average placid patient, but some general muscular relaxant has a tremendous advantage in those cases where fear and apprehension cause voluntary muscular spasms and rigidity.
In conclusion, I might say that in all cases an intra-capsular extraction was attempted, and in only one (a retrobulbar block) was a little vitreous lost. The results of this series of operations are very satisfactory, with one exception where a retinal detachment developed (this case has since had a scleral resection performed). For the rest, the mediae are very clear and, provided no fundus defect exists, vision good. Later on I hope to publish actual figures.
